a high degree of satisfaction with the program, both due to ASP improvements, and because of the community and enhanced inter-professional communication it provides these relatively isolated facilities. Public health benefits include improved local data sharing, and national data reporting to NHSN's antibiotic use and resistance options is encouraged. Impact on antimicrobial use and resistance is being tracked, although it is too early to measure effect via traditional outcomes.
Conclusion. We have engaged 33% of Washington State's CAHs through tele-antimicrobial stewardship. This innovative model effectively supports ASPs in smaller hospitals across large geographic regions.
Disclosures. All authors: No reported disclosures. Background. Our study aims to assess prescribing concordance with the 2010 Infectious Diseases Society of America (IDSA) guidelines for the treatment of acute uncomplicated cystitis (AUC). Additionally, this study aims to assess potential explanations for prescriber discordance.
Concordance of Outpatient Antibiotic Prescribing with Infectious Diseases
Methods. This is an IRB-approved retrospective analysis of female patients ≥ 18 years of age at four family medicine clinics over a one year period. Patients with one of the following International Classification of Diseases, Tenth Revision (ICD-10) diagnosis codes were screened for entry: acute cystitis (N30.0), unspecified cystitis (N30.9), or urinary tract infection (N39.0). Exclusion criteria are pregnancy, urinary abnormalities, recurrent UTI, active sexually transmitted infections, active malignancies, documented allergies to all first-line antibiotics, prophylactic antibiotic use, temperature >100.4° F, flank pain, chronic kidney disease, and diagnosis of pyelonephritis. To meet concordance, all three components must be met: selection of a recommended drug, correct dose, and suggested duration. A survey was distributed to 37 providers to assess guideline knowledge and prescribing preferences for the treatment of AUC. Descriptive statistics and regression analyses were performed.
Results. Overall antibiotic prescribing concordance with IDSA guidelines was 58.8% of 165 analyzed visits. Nitrofurantoin (51%) was the most common antibiotic prescribed, followed by sulfamethoxazole-trimethoprim (SMX-TMP) (33%), ciprofloxacin (13%), and amoxicillin (3%). No patient was prescribed fosfomycin. Longer durations than recommended were often prescribed for nitrofurantoin (25%), SMX-TMP (25.5%), and ciprofloxacin (33%). Survey response rate was 24 out of 37 providers (64.9%). Six out of 24 responses (25%) identified fluoroquinolones as last line therapy for the treatment of AUC.
Conclusion. We report suboptimal prescribing concordance rate with the IDSA guidelines for the treatment of AUC. The treatment of AUC in our family medicine setting is an area of opportunity to implement antimicrobial stewardship interventions. In addition to providing prescribing guidance, emphasis on education regarding recommendations including drug, dose, and duration may be important to sustain high concordance prescribing rates.
Disclosures. All authors: No reported disclosures. • Poster Abstracts reduction in both groups for piperacillin-tazobactam and meropenem while at the same time, an increased use of first and third-generation cephalosporins was observed.
Challenges of Antibiotic Stewardship on the Internal Medicine Ward

Conclusion.
While the process measures demonstrated a change in the treatment plan in 1 out of 3 patients reviewed, this did not translate into a significant change in antibiotic utilization as compared with the control groups. This may be related to the comparably small proportion of patients reviewed by ASP given that rounds occurred only once a week, and were cancelled 28 times within a one year period due to limited Medicine clinician availability. There also could have been cross-contamination between the two study arms with faculty and trainees who received the intervention while on the intervention team continuing their learned practice while on a control team. Process measures are an important means to measure the impact of ASPs, as antibiotic utilization is not a sensitive metric and may not reliably reflect improvement in antibiotic management at the individual patient level.
Disclosures. Background. Up to 50% of antimicrobial use in hospitals has been shown to be inappropriate and is associated with the development of antimicrobial resistance, prolonged hospital stay, as well as increased rates of Clostridium difficile infection and patient mortality. Prospective audit and feedback is a core strategy of antimicrobial stewardship programs (ASP) with relevance in intensive care units given large volumes of antimicrobial use and higher proportion of broad-spectrum antimicrobial usage. Introduction of collaborative, prospective audit and feedback rounds as part of a novel antimicrobial stewardship program can be used to optimize antimicrobial usage and quality of patient care.
Methods. Collaborative, prospective audit and feedback rounds were performed three times per week in a 17-bed intensive care unit at Royal University Hospital, Saskatoon, Saskatchewan. Antimicrobial utilization was collected in monthly intervals during baseline and intervention periods and reported in daily defined doses per thousand patient days; antimicrobials were categorized on a five-point ordinal scale according to agent spectrum. ASP recommendations were recorded prospectively in themed categories. An anonymous survey of intensivists was also performed to determine their attitudes and perceptions towards ASP.
Results. One hundred seventy-eight patients were reviewed by ASP during a fivemonth intervention period. The most common recommendations included duration optimization (27.7%), de-escalation of therapy (25.9%) and discontinuation of therapy (17.0%), with an overall acceptance rate of 92.0%. While there was no significant change in overall antimicrobial usage, broad-spectrum antimicrobial usage decreased by 28.6% (P = 0.05) and narrow-spectrum antimicrobial usage increased by 50.0% (P < 0.001). Implementation of collaborative, prospective audit and feedback rounds was widely accepted amongst intensivists as an effective strategy to improve quality of patient care.
Conclusion. Collaborative, prospective audit and feedback rounds are an effective ASP strategy that encourages bi-directional exchange of information and education to optimize antimicrobial usage in an intensive care unit.
Disclosures. All authors: No reported disclosures. Background. Antibiotics used for peri-procedural prophylaxis are dispensed by providers or nurses from automated dispensing machines in the interventional radiology (IR) suites. These antibiotics are administered without pharmacist review which skips a critical point in time for antimicrobial stewardship intervention. The purpose of this study was to evaluate antibiotic prophylaxis for IR procedures and identify opportunities for antimicrobial stewardship.
A Review of Antibiotic Prophylaxis for Interventional Radiology Procedures and Identification of Antimicrobial Stewardship Opportunities
Methods. All patients who underwent an IR procedure and received antibiotic prophylaxis from April 2016 to April 2017 were identified. We performed a manual chart review to determine procedure type, antibiotic prophylaxis, concomitant systemic antibiotics, and antibiotic concordance with the Society of Interventional Radiology (SIR) guidelines.
Results. There were 410 IR procedures where the patient received a single prophylactic antibiotic dose; 261 were inpatient procedures. See Table 1 for procedure and antibiotic data. There were 74 patients (18%) who concomitantly received systemic antibiotics. There were 126 cases (31%) discordant with the SIR guidelines. Reasons for discordance include prophylaxis not recommended, inappropriate antibiotic selection, or patient already receiving an antibiotic with similar spectrum of coverage.
Conclusion. Antibiotics are frequently administered as prophylaxis for IR procedures. For many IR procedures, data to support prophylaxis is limited; however, there are opportunities for antimicrobial stewardship intervention which include optimizing antibiotic selection and withholding prophylaxis when not indicated or when patients are receiving systemic antibiotics. Background. An antibiotic time out (ATO) at 48-72 hours is a critical component of antimicrobial stewardship programs to improve judicious antibiotic use. It is a strategy to prompt clinicians to re-evaluate antibiotic appropriateness including the need for de-escalation and discontinuation. Sharp Memorial Hospital is a tertiary community hospital with 437 beds and 48 Intensive Care Unit (ICU) beds. In May 2016, an ATO program was initiated in the ICU along with the implementation of multidisciplinary daily Medical ICU rounds 5 days a week led by an intensivist.
Methods. We conducted a pre-and post-intervention study to assess the impact of an ATO on utilization of targeted antibiotics (see Table 1 ). Pharmacists received mandatory education on the components of an ATO, a reference guidebook, and completed a baseline competency prior to ATO implementation. An on demand report was used to identify patients on antibiotic day > 2. A form prompting review of indication, culture results, de-escalation, treatment duration and proton-pump inhibitor appropriateness was completed as part of the daily workflow. Interventions were discussed during rounds or by contacting the physician. Metrics included days of therapy (DOT) per 1,000 patient days, and intervention numbers, types, and acceptance rates (AR) during two 9-month periods: pre-and post-implementation.
Results. There were 829 interventions during the post-implementation period with a 96% AR compared with 83 during the pre-intervention period with a 94% AR. Antibiotic discontinuations and de-escalations comprised 52% of accepted interventions. There was a significant reduction in the use of vancomycin and quinolones with no change in anti-pseudomonal β-lactam use (see Table 1 ). 
Conclusion.
A pharmacist driven ATO with physician support during multidisciplinary daily rounds reduced antibiotic use and could be expanded house-wide. This
